APPENDIX II

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ELIGIBILITY INFORMATION

Programs

The Department for Social Insurance, Division of Field Services local office
staff have primary respensibility for accepting and processing applications for
benefit programs administered by the Cabinet for Human Resources, Department
for]Social Insurance. These programs, which include eligibility for Medicaid,
include:

AFDC (Aid to Families with Dependent Chf]dren)

AFDC Related Medical Assistance

State Supplementation of the Aged, Blind, or Disabled
Aged, Blind, or Disabled Medical Assistance

Refugee Resettlement Programs

Any individual has the right to apply for Medicaid and have eligibility de-
termined. Persons wanting to apply for Medicaid benefits should be referred

to the local Department for Social Insurance, Division of Field Services office
in the county in which they live. Persons unable to visit the Tocal office may
write or telephone the local office for information about making application.
For most programs, a relative or other interested party may make application
for a person unable to visit the office.

In addition to the programs administered by the Department for Social Insurance,
persons eligible for the federally acministered Supplemental Security Income
(SSI) program also receive Medicaid through the Kentucky Medical Assistance
Program. Eligibility for SSI is determined by the Social Security Administra-
tion. Persons wanting to apply for SSI should be referred to the Social -
Security Administration office nearest to the county in which they live. The
SSI program provides benefits to individuals who meet the federal definitions
of age, blindness, or disability, in addition to other eligibility requirements.
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APPENDIX II

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

ELIGIBILITY INFORMATION

MAID Cards

Medical Assistance Identification (MAID) cards are issued monthly to recipients
with ongoing eligibility. These cards show a month-to-month eligibility
period.

Eligible individuals with excess income for ongoing eligibility may be eligible
as a "spend down" case if incurred medical expenses exceed the excess income
amount. Individuals eligible as a "spend down" case receive one MAID card
indicating the specific period of eligibility. After this eligibility period
ends, the person may reapply for another "spend down” eligibility period.

MAID cards may show a retroactive period of eligibility. Depending on the
individual circumstances of eligibility, the retroactive period may include
several months.

Duplicate MAID cards may be issued for individuals whcse original card is lost
or stolen. The recipient should report the lost or stolen card to the local
Department for Social Insurance, Division of Field Services worker responsible
for the case.

Verifying Eligibility

The Tocal Department for Social Insurance, Division of Field Services staff
may provide eligibility information to providers requesting MAID numbers and
eligibility dates for active, inactive or pending cases.

The Department for Medicaid Services, Eligibility Services Secticn at (502)
564-6885 may also verify eligibility for providers.
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- CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-A

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.l.D.) CARD

(FRONT OF CARD)

Department for Social
Insurance case number. This
is NOT the Medical Assistance
Identification Number

Medical Insurance Code
indicates type of insurance
coverage.

Eligibility period is the month, day and year of

KMAP eiigibility represented by this card.

* From* date is first day of eligibility of this card.
“To" date is the day eligibility of this card ends
and is notincluded as an eligible day.

Medical Assistance Identification
Number (MAID) is the 10-digit number
required for billing medical services on

the claim form.
\\
Members Bligibie for cal Assistance Im DATE
COMMONWEALTH OF KENTUCKY Mecical Assistance Yon BIRTH
Date CABINET FOR HUMAN RESOU Benefits MO-YR
card RIOD CASE NU%ER )
was FROM: \ 06-01.85 Smith, Jane 1234567890 2 [0353
. TO: 07-01-85 037 C 000123456 Smith, Kim 2345678912 2 {1284
issued RS AT ] "
ISSUE DATE:
12-27-68
Jane Smith
400 Block Ave.
Frankfort, KY 40601
ATTENTION: OW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
MAP 5204 REY 688

Case name and address show to
whom the card is mailed. The name
in this block may be that of a relative
or other interested party and may not
be an eligible member.

L4

Name of members eligible for Medical
Assistance benefits. Only those
persons whose names are in this block
are eligible for KM.A.P. benefits.

For KM.A.P.
Statistical
Purposes

Date of Birth shows month and year
of birth of each member . Refer to this
block when providing services limited
o age.
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* CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX 1I-A

KéNTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A..D.) CARD

(BACK OF CARD)

Information to Providers.
Insurance Identification
codes indicate type of
insurance coverage as
shown on the front of the
card in "Ins." block.

This card certies thai the personts) ksted 8 1are eigble during the RECIPIENT OF SERV

ecal s i rwverse bide for cur oris o et st | 1. This card may be uead 10 cbtain certain sewvies from particioating

be eniered on each biling siaterment preCaely a8 conlained on this card in hospitak. durg stores, physicians, dentists, nursing homes, intermadiate

care facifiies. indepencent laboratories, home heatkh agencies,
mﬂNWMMﬂ.NMWUﬁldWM-
type, scope and duration of vaion, amtuiance, non-emergency traneporiation, scresning, ad famiy

mﬂwmmmm"w“ 2 smmmwmvmmwmoumw

flm.wmmmmmmmw.

3. Youwiuw»oamwdnmﬂlmdownmh-w-yww
oighie for benefits. For your protection, plsase sign on the ine beiow,
and destroy your oid card, R that t s against the law for
10 Use this card except the persons Ested on the front of this card.

. lmmgm.mmdkﬂumnmmm

3 n@mummymaow-mmmwm

Questions regarding provid
benetits, biting procedures,
directied 10: Cabinet for |

G Champus
H Heath Mainentance Organization

(L 3

mwmmnmmmmmwwum
L ot Unknown Resources, Division of Medical Assistance,
E Blue Cross Bive Shield Major M None
Medical N United Mine Workers
F Private Medical insurance P Black Lung

BECIPIENT OF SFRVICES: VuuoquNtmh.h“:&ﬁ:‘wwuﬂlmmmmwmbh

mu’:.;om-h huhﬂo«mlu-muhﬁhm“ﬂmymmw Yon in applying for medical
asais bnpond\mmmnoﬁpmumwdhmwm

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

Racipients signature is not required.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX [I-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(FRONT OF CARD)

card. “To"

Eligibility period shows dates of eligibility represented by
this card. * From" date is first day of eligibility of this

date is the day eligibility of this card ends and

is not included as an eligible day.

Medical Assistance Identification Number (MAID) is the
10-digit number required for billing medical services on
the claim form.

Name and provider number of Lock-In physician.
KMAP payments will be limited to this physician
(with the exception of emergency services and
physician referral uniess otherwise authorized by
the KMAP,

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES

AN

ATTENTION SHOW THIS CARD TO VENDORS WHEN

APPLYING FOR MEDICAL BENEFITS

ELIGIBLE RECIPEENT & ADDRESS 0

SEE OTHER SIDE FOR SIGNATURE

FROM

N\ |ELGRILTY PERIOD

PHYSICIAN PROVIDER ND,

MEDICAL ASSISTANCE
IDENTIFICATION NUMBER

— SEXCDOE

INSURANCE

DATE OF BIRTH|
MONTH YEAR

PHARMACY PROVIDER NQ.

CASE NUMBER

MAP S20A REY 11788

Name and address of member eligible
for Medical Assistance benefits. All
eligible individuals in the Lock-In
Program will receive a separate card.

Department for Social Insurance case
number. This is NOT the Medica!
Assistance Identification Number,

Name, address, and provider number
of Lock-In pharmacy. Payment for
pharmacy services is limited to this
phammacy, exceptin cases of
emergency. in case of emergency,
payment for covered services can be
made to any participating pharmacy,
provided notification and justification
of the service is given to the lock-in
program.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-B

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

Information to Providers, including proce-
dures for emergency treatment, and
identification of insurance as shown on the
front of the card in “Ins.® block.

ATTENTION /

This card cenifies that the person kisted on the front of this wd'sdigibbduringmwwmudhwmwmdmmmuwukm
Program. Payment for physician and pharmacy services & imited t0 the physician and pharmacy appsaring on the front of this card.

lemporarily out of state may receive

assstance paid on your behall.

lmhowonlolmmonq.pamnlmbomdﬂomypmb’pungphn‘cinovwmphm

Servios, Thopaimbnotnw‘cudnhngardtoothorm:w.ummmuummmmmdemwm. Recipient
medicaid services by having the provider contact the
Medical Assistance. Ouutbmrmmhgwopodmbnmudlmodbmmmmmwm502-56‘-55&.

Youuohovanaihdmnundusw.uwKﬂszoscztyoun'qhnomidunyuymmmmﬂmbmmmemmdmodiw

mmmnmamnlu’m
Cabinet for Human Resources, Division of

Insurance identitication

G Champus

H Hearh Maintenance Organization
4 Other and or Unknown

L Absent Parents insurance

M None

Medical N United Mine Workers

P Black Lung

| have read the above information and agree wikh
the procedures as outiined and expiained to me

Signature of Recipient or chnuruuy

Notification to recipient of assignment
to the Cabinet for Human Resources of
third party payments.

RECIPIENT OF SERVICES

Recipient's signature is not required.
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- CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX 1I-C

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

Department for Social Insurance Date of Birth shows month and
case number. This is NOT the year of birth of each member.
(FRONT OF CARD) Medical Assistance ldentification Refer to this block when
Number A : Al _
Eligibility period shows dates of eligibility repre- um providing services limited to age
sented by this card. * From® date is first day of

eligibility of this card. “To" date is the day
eligibility of this card ends and is not inciuded as
an eligible day. KenPAC services provided
during this eligibility period must be authorized
by the Primary Care physician listed on this

Names of members eligible for KMAP.
Persons whose names are in this block
have thePrimary Care provider listed
on this card.

! card.
/
) Members Slighid for Medical Assistance Lu[oA [
[ Date COMMONWEALTH OF KENTUCKY Medical identification BIRTH |e
i CABINET FOR HUMAN RESOURC Number YR
"| card RIOD CASE NUMBER = t
i| was FROM: \ 06-01-85 U‘f- Smith, Jane 1234567890 210353 M
1 | 1ssued TO: 07-01-85 037 C 000123458 Smith, Kim 2345678912 21284 | M
; S CASE NAWME AND ADDRESS
ISSUE DATE:
12-27-88 ) /

Jane Smith

400 Block Ave. /

Frankfort, KY 40601

KENPAZ PROVIDER AND ADDRESS
Warren Peace, M.D.

‘ 1010 JPolistoy Lane =
; ATTENTION: OW THIS CARD TO VENDORS WHEN Fra rt, KY 40601 PHONE
) APPLYING FOR MEDICAL BENEFITS
§ SEE OTHER SIOEFOR SIGNATURE MAP 20K (688)

Name, address and phone number of

. hysician.
Case name and address show to the Primary Care Physician

whom the card is mailed. This person
may be that of a relative or other
interested party and may not be an
eligible member.

Medical Assistance Identification
Number (MAID) is the 10-digit number
required for billing medical services on
the claim form.

l
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" CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-C

KENTUCKY PATIENT ACCESS AND CARE (KENPAC) SYSTEM CARD

(BACK OF CARD)
Information to Providers. including Insurance Identification Information to Recipients, including
codes which indicate type of insurance coverage as shown on limitations, coverage and emergency
the front of the card in “Ins." block. care through the KenPAC system.

N

This card centies that the rmt:;nwums ble d RECIMENT OF sERVICTS
is carntilies person iisted hereon is uring the period ;
indicated on the reverse side, 1or cuent benefits of the Kentucky Medeal .- W&’:g’;&'&”ﬂ;ﬁ Rome hedin sperey, oy,
Asstance Pr ram. The Medical Assistance identification No. must be mmm'm-.mucmu.udmn”.wmnm
ontered on bk tatemen precisely as contained on this Card in order 1t Auhorzatan by he Y Provider s 1ot 1equied for servioss prowded by ophiwl-
fovpaymlmtobnmgo. W-;rdﬂgmam:mgrmm
NOTE: This person is 3 KenPAC recipie and you shouid refer 1o section (1) 2 o peyment can be PAECIDeing medics rowder
and é?um wdm-' m:’&%z nhﬁn:m?um;:nm:mdm
Questions regarding provider participation, type, scops and duration of Prmary provider shown on e reverse side.
banets DAY Soiadi, T P o P pary ol Shooibe 13 St st oy e s T A
directed to: "’:rmkgn“namm mrsng -.mp:-mhﬁln_mm”mu
Deoan Services partapetng providers of dental, hearng, vieion, amiasence, non-emer gency
Frankton, KY 40621 mupmnmwxuurm-u.
4. © person who grovides services whenever receive
identfication 5 Ve vt v card cu:udcunm - -sg:n
A—Part A, Medicare Only G—Champus h::dl hp;':'mu:mwnnnw-:mgmuut
8-Part B, Medicare Only H—HeaXh Mainentance Organization| Dememow a1t & agenst 1w kor ycne 1 use fue card e10ap 1o parscn based
C—B8oth Pans A & B Medicare J -~Other and / or Unknown ‘”mem.;,,.,,.,m,,m“”mm,,
D—8ive Cross /Blue Sheid L ~=~Absent Parents insurance 7. Redgient (o) Bmporanly Gt of e e21e May 1ecave smergency Medicad services by
E—Blutcmlslwwulb' M-—None mmnmmunm&ﬁnhm.\wmm.nn
Medical N—Unhed Mine Workers Vediced Sarvices.
F~=Private Medical insur; P.
e Medi ance —Black Lung T Sanare
| Wunouqmmmu.mmmmmmommmmm e Cabinet or e amount of medonl
Asnstance pad on yor behelf,
Fodon)hvwovid.lw-tio.wolmummnw.uumhmmmyﬂm information in applying for medical
awuhm.hiuhnmchmuaungboleluuq.umwdhmwmm

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

Recipient’s signature is not required.

L

e,
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

Qualified MedicareBeneficiary.
Only the person whose name is
in this biock is efigible for Q.M.B.
benefits.

(FRONT OF CARD) Eligibility period is the month, day and year of
QMB eligibifity represented by this card.
* From" date is first day of eligibility of this
card. *To" date is the day eligibility of this
card ends and is not included as an eligible
Medical Assistance identification | | day.
Number (MAID) is the 10-digit :
Red number required for billing medical Medical insurance Code
Blue sefvices on the claim form. indicates type of insurance .
coverage.
UIMITED MEDICAID FOR QUALIRED MEDICARE BENERCIAJSES
IDENTIHCATION CARD
COMMONWEAATH OF KENTUCKY
CABINET FOR RESOURCES
EUGIBLE RECIPIENT AND ADORESS N\ EuGBILTY [ COVERAGE S UMTEDTO:
M:
10 / MEDICARE PART B PREMIUMS
DICAID OMB 1D. NO. * MEDICARE CO-INSURANCE
Jane Smith /
400 Block Ave. * MEDICARE DEDUCTIBLES
Frankfort, KY 40601 sexcooe [
/ BEE AEVERBE SOE FOR ADDITIONAL SFORMATION
INSURANCE 10. /.
[4
DATE OF BIRTH
ATTENTION: SHOW THIS CARD TO VENDORS WHEN MONTHYEAR PLEASE SIGN MMEDIATELY
SEEKING MEDICAL CARE
MAP 520-C REV {1-89)
Name of member eligible to be a

. Date of Birth shows month and
- year of birth of eligible individual.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-D

QUALIFIED MEDICARE BENEFICIARY IDENTIFICATION (Q.M.B ) CARD

(BACK OF CARD)

Information to Providers. including Insurance
Identification codes which indicate type of
insurance coverage as shown on the front of the
card in *Ins.” block.

\

Information o Recipients, including
limitations, coverage and emergency
care through QMB.

/

\ PROVIDERS OF SERVICE

1. The individual named on this card is a qualiied Medicase beneficiary and is
eligible for Medicard payment for Medicare part A and Part B Co-nsurance and
Deductables only.

2. Questions ing provider participation,

. $C0pe and duration of benefits,
béling

, type,
ures, amounts paxd, or third party liability, shouid be directed to:

Cabinet for Human Resources
Depanment for Medic. id Services
275 East Main Street

Franidon, KY 40621-0001

Insurance identification

A—Pan A, Medicare Only G—Champus
B—Pan B, Medicare Only H—Health Mainentance Organtzation
C—Both Pans A & B Medicare J =Other and / or Unknown
D—8ue Cross /Blue Sheid L. —Absent Parent's Insurance
E—Blue Cross /Biue Shieid Major M-—None

Medical N—United Mine Workers
F—Private Medical Insurance P—-Black Lung

L (-]
1. Show fis omrd whenever you I

OF SERVICES
ive medical care.

2 Vmulmcmmnmmdmmub\gu)wuom
for benelia. For your rosecton, pieass sign on the front of he card
immedamty.

3. Remamber hatitis s0amst e law K7 anyane 10 vee his cwrd except e
parach isted on he Yot of this cwrd.

6. M you heve questions. saniact your oase warker at the Depertment jor Soasl
Insurance Canty ofkas.

A8 KANCS DY On yOr Dehait,
Federa! law provides for a $10,000 fins or

:Ywuouwymntmsulmmm,mmmmmmmmtmwmnmmummum«o

Wmlnom.uboﬁ.hmym“ﬂﬂy”“ﬂmlmhmmmu
sssistance, fails to report changes reiating %o edgibllity, or permits use of the card by an ineligible person.
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- CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION ( M.A...D./Q.M.B. ) CARD

Department for Social
Insurance case number. This

is NOT the Medical Assistance
{dentification Number

Medical Insurance Code
indicates type of insurance
coverage.

(FRONT OF CARD)

Eligibility period is ’the month, day and year of

KMAP eligibility represented by this card. l
* From* date is first day of eligibility of this card. Medical Assistance Identification
“To* date is the day eligibility of this card ends Number (MAID) is the 10-digit number
and is not included as an eligible day. NOTICE required for billing medical services on
QmB the claim form.
Infro.
MEDICAL ASSISTANCE IDENTIFICATION CARD Members Bligie for H-dc::yfa [ DATE OF |
COMMONWEALTH OF KENTUCKY Medical Aseis identificat sex BIRTH
Date CABINET FOR HUMAN RESOURC Berefts MO-YR
ELGIBILITY PERIOD \
card | [ R0 CASE NBER ++« THIS PERSON ISALSO  /
~was T0: 07-01-89 037 C 000123456 ELIGIBLE FOR QMB BENEFITS + » +
issued CASE NAWE AND ADDAESS
:sz.fsgiaAm: Smith, Jane 1234567890 210353 |M
Smith, Kim 2345678912 21284 (M
Jane Smith
400 Block Ave.
Frankfort, KY 40601
ATTENTION: OW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENEFITS
SEE OTHER SI R SIGNATURE MAP 520 REV 38
For KM.A.P.
Statistical
Case name and address show 1o Purposes
whom the card is mailed. The name .
in this block may be that of a relative
or other interested party and may not
be an eligible member.
Date of Birth shows month and year
of birth of each member . Refer to this
’ block when providing services limited
Name of members eligible for Medical b age.
Assistance benefits. Only those

persons whose names are in this block
are eligible for K.M.A.P. benefits.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-E

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D./Q.M.B.) CARD

(BACK OF CARD)

Information to Providers.
Insurance Identification
codes indicate type of
insurance coverage as
shown on the front of the
card in *Ins.” block.

This caro cendies that the person(s) listed

is /are sigbie during the
pencd indicated on the reverse side for cu

benelits of the Kentucky

Prog The Medi sistance dentification No. must
De eniered on each biling statement pr, soly a8 contained on this card in
order for payment 10 be made.

Questons regarding provider
benelits, biling procedures,
directied to:  Cabinet for M,

icipation, type, scope and duration of
nts pasd, of third panty liability, shouid be
Resources

. Thilcarcmlybouudxoobuinuwnuwbu"unpamdonhq

3 Ywmllmﬂlmc&mnhfinldmmwuIongnyoum

RECIPIENT OF SERVICES

hospitals, durg stores, physicians, dentists, nursing homes, intermediate
care facilties. Independent laboratories, home heatith agencies,
community memntal health centers, and pasticipating providers of hearing,
vision, ambulance, non-smergency transportation, screening, and family
planning services.

Show this card whenever you receive medical care of have prescriptions
lim.wthommmmuonmwyou.

elgbie for benefits. For your protection, pioase sign on the line beiow,

insurance identiication

G Champus

H Heakh Mainentance Organzation
J Other and or Unknown

L Absent Parent's insurance

C BoprPans A & 8 Medicare
D Ble Cross Biue Shieid

E Blue Cross Blue Shieid Major M None
Medical N Unted Mine Workers
F Private Medical Insurance P Black Lung

. nmmqmmwmwhbﬂwwntMWtywu
" Recor >

and o Yy your oif card. Remember that it is against the law for an:
10 Use this card except the persons isted on the from of this card.

temporarily out of state may gency Medicai
services by having the provider contact the Kentucky Cabinet for Human
Resources, Division of Medical Assistance.

L
Signayfre

SBsiance pad on your behall.
Federai isw provides for a $1

Notification to recipient of assignment
to the Cabinet for Human Resources of
third party payments,

BECIPIENT QF SERVICES' You are harsby noshed uuw-s«-u—xmzossztpum:nucmmmmmm»m

Recipient's signature is not required.
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MAP-343 (Rev. 5/86) Provider Number: APPENDIX III
(If Known) —

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of
» 19___, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

(Name of Provider)

(Address of Provider)
hereinafter referred to as the Provider.
WITNESSETH, THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

Whereas, the above named Provider desires to participate in the Kentucky
Medical Assistance Program as a

{Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients. ’

(2) Certifies that he (it) is licensed as a ,
if applicable, under the laws of Kentucky for the Tevel or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)



MAP-343 (Rev. 5/86)

(4) Agrees to maintain such records as are necessary to disclose the
extent of services furnished to Title XIX recipients for a minimum of 5 years
and for such additional time as may be necessary in the event of an audit
exception or other dispute and to furnish the Cabinet with any information
requested regarding payments claimed for furnishing services.

(5) Agrees to permit representatives of the state and/or federal government
to have the right to examine, inspect, copy and/or audit all records pertaining to
the provision of services furnished to Title XIX recipients. (Such examinations,
inspections, copying and/or audits may be made without prior notice to the Provider.)

(6) Assures that he (it) is aware of Section 1909 of the Social Security
Act; Public Law 92-603 (As Amended), reproduced on the reverse side of this
Agreement and of KRS 194.500 to 194.990 and KRS 205.845 to 205.855 and 205.990
relating to medical assistance fraud.

(Z) Agrees to inform the Cabinet for Human Resources, Department for
Medicaid Services, within 30 days of any change in the following:

iag name;

b) ownership;

(c) licensure/certification/regulation status; or
(d) address.

(8) Agrees not to discriminate in services rendered to eligible Title
XIX recipients on the basis of marital status.

(9) (a) In the event that the Provider is a specialty hospital providing
services to persons aged 65 and over, home health agency, or a skilled nursing
facility, the Provider shall be certified for participation under Title XVIII
of the Social Security Act.

(b) In the event that the Provider is a specialty hospital providing
psychiatric services to persons age 21 and under, the Provider shall be approved
by the Joint Commission on Accreditation of Hospitals. In the event that the
Provider is a general hospital, the Provider shall be certified for participation
under Title XVIII of the Social Security Act or the Joint Commission on Accredita-
tion of Hospitals.

(10)  In the event that the provider desires to participate in the physician
or dental clinic/corporation reimbursement system, Kentucky Medical Assistance
Program payment for physicians' or dentists' services provided to recipients of
the Kentucky Medical Assistance Program will be made directly to the clinic/
corporation upon proper issuance by the employed physician or dentist of a
Statement of Authorization (MAP-347).

This clinic/corporation does meet the definition established for
participation and does hereby agree to abide by all rules, regulations, policies
and procedures pertaining to the clinic/corporation reimbursement system.

2. In consideration of approved services rendered to Title XIX recipients
certified by the Kentucky Medical Assistance Program, the Cabinet for Human
Resources, Department for Medicaid Services agrees, subject ‘to the availability
of federal and state funds, to reimburse the Provider in accordance with {
current applicable federal and state laws, rules and regulations and policies ‘
of the Cabinet for Human Resources. Payment shall be made only upon receipt
of appropriate billings and reports as prescribed by the Cabinet for Human
Resources, Department for Medicaid Services.

-2-



MAP-343 (Rev. 5/86)

3. Either party shall have the right to terminate this agreement at any
time upon 30 days' written notice served upon the other party by certified or
registered mail; provided, however, that the Cabinet for Human Resources,
Department for Medicaid Services, may terminate this agreement immediately for
cause, or in accordance with federal regulations, upon written notice served
upon the Provider by registered or certified mail with return receipt requested.

4. In the event of a change of ownership of an SNF, ICF, or ICF/MR/DD
facility, the Cabinet for Human Resources agrees to automatically assign this
agreement to the new owner in accordance with 42 CFR 442.14,

5. In the event the named Provider in this agreement is an SNF,

ICF, or ICF/MR/DD this agreement shall begin on » 19, with
conditional termination on » 19, and shall automatically
terminate on » 19, unless the facility is recertified

in accordance with applicable regulations and policies.

PROVIDER CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
BY: BY:
Signature of Authorized Official Signature of Authorized Official
NAME : NAME :
TITLE: TITLE:
DATE: DATE:




P.L. 92-603  LAWS OF 92nd CONG.--2nd SESS. (As Amended)
PENALTIES

Section 1909. (a) Whoever--

(1) knowingly and willfylly makes or causes to be made any false statement or representation of a materia}l
fact in any application for any benefit or payment under a State plan approved under this title,

(2) at any time knowingly and willfully makes or causes to be made any false statement or representation
of a material fact for use in determining rights to such benefit or payment, '

(3) having knowledge of the occurrence of any event affecting (A) his initial or continued right to any
such benefit or payment, or (B) the initial or continued right to any such benefit or payment of any other
individual in whose behalf he has applied for or is receiving such benefit or payment, conceals or fails to
disclose such event with an intent fraudulently to secure such benefit or payment either in a greater amount or
quantity than is due or when no such benefit or payment is authorized, or

(4) having made application to receive any such benefit or payment for the use and benefit of another and
having received it, knowingly and willfully converts such benefit or payment or any part thereof to a use other
than for the use and benefit of such other person,

shall (1) in the case of such a statement, representation, concealment, failure, or conversion by any person in
connection with the furnishing (by that person) of items or services for which payment fs or may be made under this
title, be guilty of a felony and upon conviction thereof fined not more than $25,000 or imprisoned for not more than
five years or both, or (11) in the case of such a statement, representation, concealment, failure, or conversion by
any other person, be guilty of a misdemeanor and upon conviction thereof fined not more than $10,000 or imprisoned
for not more than one year, or both. In addition, in any case where an individual who is otherwise eligible for
asststance under a State plan approved under this title is convicted of an offense under the preceding provisions
of this subsection, the State may at its option (notwithstanding any other provision of this title or of such plan)
limit, restrict, or suspend the eligibility of that individual for such period (not exceeding one year) as it deems
appropriate; but the imposition of a limitation, restriction, or suspension with respect to the eligibility of any
individual under this sentence shall not affect the eligibility of any other person for assistance under the plan,
regardless of the relatfonship between that individual and such other person.
(b)(1) Whoever knowingly and willfully solfcits or receives any remuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or covertly, in cash or in kind--,
(A) in return for referring an individual to a person for the furnishing or arranging for the furnishing
of any item or service for which payment may be made in whole or in part under this title, or
(B) in return for purchasing, leasing, ordering, or arranging for or recommending purchasing, leasing, or
o;d?ring any good, facility, service, or item for which payment may be made in whole or in part under this
title,

shall be guilty of a felony and upon conviction thereof, shall be fined not more than $25,000 or impriscned for not
more than five years, or both. .
(2) Whoever knowingly and willfully offers or pays any remuneration (including any kickback, bribe, or rebate)i
directly or indirectly, overtly or covertly, in cash or in kind to any person to induce such persone- ]
(A) to refer an individual to a person for the furnishing or arranging for the furnishing of any item or
service for which payment may be made in whole or in part under this title, or :
(8) to purchase, lease, order, or arrange for or recommend purchasing, leasing, cr ordering any good,
facility, service, or item for which payment may be made in whole or in part under this title,

shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both. ,
(3) Paragraphs (1) and (2) shall not apply to--
(A) a discount or other reduction in price obtained by a provider of services or other entity under this
title if the reduction in price is properly disclosed and appropriately reflected in the costs claimed or charges
made by the provider or entity under this title; and
(B) any amount paid by an employer to an employee (who has a bona fide employment relationship with such.
employer) for employment in the provision of covered items or services.
(c) Whoever knowingly and willfully makes or causes to be made, or induces or seeks to {nduce the making of,
any false statement or representation of a material fact with respect to the conditions or operation of any institution
or facility in order that such institution or facility may qualify (either upon initial certification or upon recerti-
fication) as a hospital, skilled nursing facility, intermediate care facility, or home health agency (as those terms are
employed in this title) shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000
or imprisoned for not more than five years, or both.
(d) Whoever knowingly and willfully-- :
(1) charges, for any service provided to a patient under a State plan approved under this title, money or
other consideration at a rate in excess of the rates established by the State, or
(2) charges, solicits, accepts, or receives, in addition to any amount otherwise required to be paid under
a State plan approved under this title, any gift, money, donation, or other consideration (other than a charitable,
religious, or philanthropic contribution from an organization or from a person unrelated to the patient)--
A) as a precondition of admitting a patient to a hospital, skilled nursing facility, or intermediate
care facility, or
(8) as a requirement for the patient's continued stay in such a facilit*.
v?en the cost of the services provided therein to the patient is paid for (in whole or in part) under the State
plan, .
shall be guilty of a felony and upon conviction thereof shall be fined not more than $25,000 or imprisoned for not
more than five years, or both. i

=



APPZIDIX IV
MAP-344 (Rev. 08/85)
KENTUCKY MEDICAL ASSISTANCE PROGRAM

Provider Information

Street Address, P.0. Box, Route Number (In Care of, Attention, etc.)

3.
City State Zip Code
4.
Area Code Telephone Number
5.
Pay to, In Care of, Attention, etc. (1f different fram above)
6.

Pay to Address (If different fram above)
. Federal Employer ID Number:

8. Social Security Number:

9. License Number:

10. Licensing Board (If Applicable):

11. Original License Date:
12. KMAP Provider Number (If Known):
13. Medicare Provider Number (If Applicable):

14. Provider Type of Practice Organization:
// Corporation (Public) /_/ Individual Practice /_/ Hospital-Based Physician

/_/ Corporation (Private) /_/ Partnership /_/ Group Practice
[/ Health Maintenance  // Profit /_/ Non-Profit
Organization

15. If group practice, Number of Providers in Group (specify provider type):




MAP-344 (Rev. 08/85)

16. If corporation, name, address and telephone number of Home Office:

Name:

Address:

Telephone Number:

Name and Address of Officers:

17. If Partnership, name and address of Partners:

18. National Pharmacy Number (If Applicable):

(Seven-Digit Number Assigned by
National Pharmaceutical Association)

19. Physician/Professional Specialty:
Ist

2nd

3rd

20. Physician/Professional Specialty Certification:
Ist

2nd

3rd




MAP-344 (Rev. 08/85)

21.

22.

23.

24.
25.
26.
27.
28.
29.

30.

Physician/Professional Specialty Certification Board:
Ist Date:

2nd Date:

3rd Date:

Name of Clinic(s) in Which Provider is a Member:
Ist

2nd

3rd

4th

Control of Medical Facility:

/_/ Federal // State // County // City  // Charitable or Religious
/_/ Proprietary (Privately owned) /_/ Other

Fiscal Year End:

Administrator: Telephone No.
Assistant Administrator: Telephone No.
Controller: Telephone No.
Independent Accountant or CPA: Telephone No.

If sole proprietorship, name, address, and telephone number of owner:

Name:

Address:

Telephone No.

If facility is government owned, 1ist names and addresses of board members:

Name Address
President or
Chaiman of Board:

Member:

Member:

Member:

Member:




MAP-344 (Rev. 08/85)

31. Management Fim (If Applicable):

Name:

Address:

32. Lessor (If Applicable):

Address:

33. Distribution of Beds in Facility (Complete for all levels of care):

Total Title XIX
Total Licensed Beds_ Certified Beds

Hospital Acute Care
Hospital Psychiatric

Hospital TB/Upper
Respiratory Disease

Skilled Nursing Facility
Intermediate Care Facility
ICF/MR/DD

Personal Care Facility

34. SNF, ICF, ICF/MR/DD Owners with 5% or More Ownership:

Percent of
Name Address Ownership




MAP-344 (Rev. 08/85)

/\35I

36.

—1.

Institutional Review Committee Members (If Applicable):

»

Providers of Transportation Services:

No. of Ambulances in Operation:____  No. of Wheelchair Vans in Operation:______
Total No. of Employees: (Enclose 1ist of names, ages, experience & Training.)
Current Rates:

A. Basic Rate $ (Includes up to miles.)

B. Per Mile $

C. Oxygen $ E. Other

D. Extra Patient § $

Provider Authorized Signature: I certify, under penalty of law, that the information
given in this In?onmatgon Sheet is correct and camplete to the best of my knowledge.

1 am aware that, should investigation at any time show any falsification, I will be
considered for suspension fram the Program and/or prosecution for Medicaid Fraud. I
hereby authorize the Cabinet for Human Resources to make all necessary verifications
concerning me and my medical practice, and further authorize and request each educa-
tional institute, medical/license board or organization to provide all information
that may be sought in connection with my application for participation in the Kentucky
Medical Assistance Program.

Signature:

Name:

Title: Date:
INTER-OFFICE USE ONLY
License Number Verified through (Enter Code)
Comments:
Date: Staff:
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{4AP-374 (8/88) APPENDIX VI

Election of Medicaid Hospice Benefit

I, / , elect to receive the Medicaid
(Patient Name; MAID#)

Hospice Benefit from / this day of
(Facility Name) (Provider Number)

19 I am aware that my disease is incurable. I consent to the management of

the symptoms of my disease by My family and I will

help to develop a plan of care based on our needs. My care will be supervised by my attending physician,
= , and the Hospice Director. My outpatient medications will

be provided by

I may receive benefits which include home nursing visits, counseling, medical social work services,
medical supplies and equipment. If needed, I may also receive home health aides/homemakers, physical
therapy, occupational therapy, speechflanguage pathology, in-patient care for acute symptoms, medical
procedures ordered by my physician and hospice, and continuous nursing care in the home in acute
medical crisis. .

I may request volunteer services, when available.
I realize that my family and I have the opportunity for limited respite or relief care in a nursing facility.

In accepting these services, which are more comprehensive than regular Medicaid benefits, I waive my
right to regular benefits except for payment to my attending physician, treatment for medical conditions
unrelated to my terminal illness, medical transportation, nurse anesthetist, or dental.

I understand that I can revoke this benefit at any time and return to regular Medicaid benefits. I
understand, if I terminate the Medicaid Hospice Benefit, I can resume regular Medicaid if I am still eligible.

I understand that the Hospice Benefit is 2 home care program. If my family and I choose care not
available from the Hospice Agency, I understand that the Hospice and the Medicaid Program are not
financially responsible.

I understand that the Hospice Benefit consists of three non-renewable benefits periods — two ninety-day
periods, and one thirty-day period. I may be responsible for hospice charges if I exhaust my Medicaid
Hospice Benefits, or if I become ineligible for Medicaid services.

1 understand that at the end of either the first ninety-day period or the second, because of an
improvement in my condition, I may choose to save the remainder of the benefit period(s). I may revoke
the Hospice Benefit at that time.

I also understand that should I choose to do so, I am still eligible to receive the remaining benefit
period(s); I am aware, however, that if I choose to revoke Hospice Benefits during a benefit period, I am
not entitled to coverage for the remaining days of that benefit period.

I understand that if I choose to do so, once during each election period I may change the designation of
the particular hospice from which hospice care will be received by filing a statement with the hospice
from which care has been received and with the newly designated hospice. I understand that a change of
hospice providers is not a revocation of the remainder of that election period.

I understand that, unless I revoke the Hospice Benefit, hospice coverage will continue for 210
consecutive days.

I understand that if I am a Medicare recipient, I must elect to use the Medicare Hospice Benefit.

Check one:
O Iam a Medicare recipient and have elected to use the Medicare Hospice Benefit. My Medicare
eligibility for hospice benefits begins

O 1am not a Medicare recipient.

O My Medicare Hospice Benefits have been exhausted as of

(Date)

DO Iam currently a long term care facility resident, residing at:

(Facility Name/ Address)

Tvpe of Facility: O Skilled Nursing Facility ] Intermediate Care Facility



Hospice Benefit Election

Patient’s Signature or Mark Patient’s Name (Print or Type)
Witness’ Signature Relationship to Patient
Date Signed Effective Date of Election

.............................................................................................................

Second Certification Period: (To be signed only if benefits previously revoked or temporarily terminated)

Patient’s Signature or Mark Patient’s Name (Print or Type)
Witness' Signature Relationship to Patient
Date Signed Effective Date of Second Period

------------------------------------------------------------------------------------------------------------

Third Certification Period: (To be signed only if benefit previously revoked or temporarily terminated)

Patient’s Signature or Mark Patient’s Name (Print or Type)

Witness’ Signature Relationship to Patient

Date Signed Effective Date of Third Period



APPENDIX VII
MAP-375 (8/88)

Revocation of Medicaid Hospice Benefits

I, / revoke the hospice benefit allowed
(Patient Name/MAID #)

to me by Medicaid and rendered by

. (Hospice Agency)
this day of » 19

(Provider #)

I understand that any remaining days of this election period will not be
avajlable to me.

I understand that I may elect hospice care at a later time if this revocation
has occurred during either of the two initial 90-day benefit periods.

I understand that as of the date of this revocation, if I am still eligible,
my regular Medicaid benefits will be restored.

Patient's Signature Witness' Signature

Date Date

FOR OFFICE USE ONLY

Rationale of Revocation:




APPENDIX VIII

MAP-376 (8/88)

Change of Hospice Providers

I / wish to change the designation of
(Patient Name/MAID #)

the particular hospice from which I receive hospice care. I no longer wish to

receive hospice service from. _ » but
(Provider Name/Number)

instead wish to receive hospice care from

(Provider Name/Number)
effective this day of » 19 .

I understand that this change of hospice providers is not a revocation of the
remainder of this election period.

Patient's Signature or Mark Witness'® Signature

Date Date



APPENDIX IX
MAP-403 (8/88)

Hospice Patient Status Change

The status of / who has been
‘Patient Name MAID #

receiving hospice benefits from

Hospice Agency

since has changed as indicated below.
Provider # Date of Election

As of .
Date

/:] Patient's Medicare benefits have been exhausted.
/_/ Patient has become eligible for Medicare benefits.

/_/ Patient is a resident at . which is
Name of Facility

a /_/ skilled nursing /_/ intermediate care facility.

// Patient has changed levels of care. Patient has transferred from
which is a /_/ skilled nursing

‘Name of Facility
/_/ intermediate care facility to

_ _ Name of Faciiity
which is a/_/ skilled nursing /_/ intermediate care facility.

/~/ Patient has returned to a home setting and is no longer a resident at

Name ot Facility
// Patient is in long term/inactive status due to improvement in condition.
will continue to

Hospice Agency
follow patient, but active hospice benefits are temporarily discontinued.
Patient may return to active status at any time a change in condition necessi-
tates with no loss of remaining benefit period(s). Patient has used
days of 210-day benefit period.

/:] Patient elects to return to active status after having been in inactive status

since . Patient has days remaining in 210-day benefit
Date

period.

/:] OTHER (Please describe any other change in patient status.)

Patient Signature Hospice Agency Representative Signature



APPENDIX X

MAP-378 (8/88)

Termination of Medicaid Hospice Benefits

Hospice benefits for / are hereby
(Patient Name/MAID #)

terminated effective s 19 , for the following reason.

/_/ Patient is deceased. Date of death is » 19

/_/ Patient has not requested extension of Medicaid hospice benefits.

/:y Patient has used maximum 1ifetime hospice benefit days.

/_/ OTHER (Please clarify)

/_/ Condition improved. Patient in Long Term/Inactive Status.

(Hospice Agency) (Provider #)

will continue to follow patient but active hospice benefits are temporaril
discontinued. Patient may return to active status any time change 1in condition
necessitates with no loss of remaining benefit periods.

Hospice Agency Provider #

Hospice Medical Director

Date



APPENDIX XI
MAP-379 (1/87)

Representative Statement
For Election of Hospice Benefits

I, _ , due to the physical/
(Legal Representative)
mental incapacity of / am authorized
(Patient Name/MAID #)
in accordance with state laws to execute, change or revoke the election
of Medicaid Hospice Benefits on behalf of

who has been certified as terminally i11. ~As the representative for
, I will sign all necessary forms.

Signature, Legal Representative

Date

Witness

Date
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APPENDIX XIII

PROVIDER INQUIRY FORM

'/‘x
EDS . Please remit both
P.O. Box 2009 copies of the Inquiry
Frankfort, Ky. 40602 Form to EDS.
1. Provider Number 3. Recipient Name (first, last)
2. Provider Name and Address 4. Medical Assistance Number
5. Billed Amount 8. Claim Service Date
7. RA Date 8. internal Control Number
HEEEEERERERN

9. Provider's Message

10.

Signature Date

Dear Provider:

This claim has been resubmitted for possible payment.
— EDS can find no record of receipt of this claim. Please resubmit.
This claim paid on in the amount of
We do not understand the nature of your inquiry. Please clarity.
- EDS can find no record of receipt of this claim in the last 12 months.
This claim was paid according to Medicaid guidelines.
This claim was denied on for EOB code

Aged claim. Paymeni .may not be made for sérvices over 12 months old without proof that the claim was
received by EDS within one year of. the date of service; and if the claim rejects, you must show timely
receipt by EDS within 12 months of that rejection date. Claims must be received by EDS every 12 months

to be considered for payment, .

Other:

R

EDS Date



APPENDIX XIV
MAIL TO:  EDS FEDERAL CCRPORATION
P.0. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FUIM

1. Original Internal Control Number (I.C.N.) EDS FEDERAL USE ONLY ~
] 1 ! 1 1 1 L [} ] [} 1 1
2. Recipient Name 3. Recipient Medicaid Number
4. Provider Name/Number/Address L 5. From Date Service [6. To Date Service

7. Billed Amt. | 8. Paid Amt. |9, R.A. Date

10. Please specify WHAT is to be adjusted on the claim.

11. Please specify REASCN for the adjustment request or incorrect original claim
payment.

IMPORTANT: THIS FORM WILL BE RETURNED TO YOU IF THE RECLIRED INFORMATION AND
DOCUMENTATION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY
OF THE CLAIM AND REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature 13. Date

EDSF USE ONLY---DO NOT WRITE BELCW THIS LINE

Field/Line:
New Data:

Previous Data:

Field/Line:
New Data:

Previous Data:

Other Actions/Remarks:

TRANSMITTAL #3



APPENDIX XV

THIRD PARTY LIABILITY PROVIDER LEAD FORM

DATE: -
PROVIZER NAME: PROVIDER #1

RECIPIENT NAME: MAID:

BIRTHDATE: ADDRESS s

DATE OF SERVICE: 0 DATE OF ADMISSION:

DATE OF DISCGHARGE: NAME OF INS. CO.3

POLICY #: CLAIM NO.:

AMOUNT OF EXPECTED BENEFITS:

MAIL TOs EDS Federal Corporation
Fiscal Agent for KMAP
ATIN: TPL Unit
P.0 Box 2009
Frankfort, KY 40602




APPENDIX XVI

MAP-552 COMMONWEALTH OF KENTUCKY
(R. 4/88) Cabinet for Human Resources A,
Department for Social Insurance Case Name
NOTICE OF AVAILABILITY OF INCOME [ ] Committee [ 1 Payee
}&_J JInitial [ ]Change FOR LONG TERM CARE/WAIVER
’ AGENCY/HOSPICE Case No.
€. Client's Name Birth Date [ ITitle XVIII [ ]Title XIX
(Mo./Yr.)
D. Current Facility/
Waiver Agency/Hospice Address
[ JSNF [ JICF { JICF/MR
Actual Admission Date to Date of Discharge or [ JMH/PSY [ JHCBS
this Facility/Waiver Agency/Hospice Date of Death (If Applicable) [ ) AIS/MR [ ]Hospice
E. Previous Facility/
Waiver Agency/Hospice Address
Admission Date Date of Discharge ~ Type: [ ]SNF [ JICF [ JICF/MR [ IMH/PSY [ JFCH
[ ]PCH [ JHCBS [ JAIS/MR [ }Hospice
F. Family Status H. Explain Incurred Medical Expenses
1. [ )Single [ ]Married No. of Children
Total Dependents
2. Spouse
[ )lIneligible | ]Eligible [ JPatient [ ]Non-Patient List full names and policy numbers of all
health insurance policies.
(Co.) (Prg.) (Number)
G. Income Computation
1. Unearned Income
Source of Unearned Income Amount
a. RSDI (Including SMI if dedct. by SSA)
—~
b. SS1 I. Status
c. RR (Including SMI, if dedct. by RR) 1. Active Case [ lYes [ INo
d. VA. 2. If active, Eff. Date for MA
e. State Supplementation . . 3. If discontinued, Eff. Date of MA Disc.
f. Other (Specify) 4. Program Code Change [ lYes [ ]No
g. Sub-Total Unearned Inc. (la thru 1f). . . From To Eff.
2. Earned Income Amount 5. SSI Entitlement Confirmed
Confirmation Date
a. Income
(Source) 6. Available Monthly Income (Item G-6)
b. Earned Income Deduction(s) . . . . . . |- Effective Date (Change forms only)
c. Sub-Total Earned (2a-2b) . . . . . . . {§
J. Comment Section
1. [ JLO1 [ ]MAP-24 [ )MAP-374
3. Total Income (1g plus 2¢). . . . . . . . . . $ [ ]IDMS Letter of Approval
{ IDMR-001. . . . . . . .
4. Deductions Amount (Date Received)
a. Incurred Medical Expenses 2. Corrected MAP-552
(Exclude Health Ins. of Client) . . . Correction of MAP-552 dated
b. Health Insurance
1) SMI (JKM Only) . . . . . . . .. 3. [ ]Private Pay Patient
2) Other Health Ins.. . . . . . . . From to
c. Spouse/Family Maintenance . 4. [ ]PAFS-105. . Date Sent
d. Personal Needs Allowance. . . . . . . s
5. Additional comments:
" e. Total Deductions (4a thru 4d) . . . . $
S. Available Income (3 minus 4e). 5
6. Available Income (rounded) S
K.
4 e N P VR




APPENDIX XVII
MAP-383 (11/88)

Other Hospitalization Statement

This is to certify that hospitalization at

Name of Facility

for beginning on
Recipient Name/MAID Number

is not related to the terminal illness of this

Date of Admission

patient.
The reason for this admission is /

Diagnosis ICD 9 CM Code
This patient's terminal illness is /

Diagnosis ICD 9 CM Code

Charges for this hospital stay should not be billed to the hospice agency but
should be billed directly to the Kentucky Medical Assistance Program.

Signed:

Medical Director

Hospice Agency

Date

Please attach documentation verifying that hospitalization is not related to
terminal illness.

Is this the first time this patient has been hospitalized for a condition not
related to the terminal illness? / / Yes / / No

If no, dates of previous admission

Diagnosis for previous admission

ICD 9 CM Code

/_/ Approved by the KMAP /_/ Denied by the KMAP

KMAP Signature Date



APPENDIX XVIII

MAP-384 (8/88) _
HOSPICE DRUG FORM

Fal
1. Recipient Last Name 2. First Name 3. Medical Assistance [.D. No.
4. Date Medicaid Hospice 5. (1] First DiagnosTs (Not Related to Terminal ITTness) ICD.S*C$'Code
Coverage Began
6. Total Number of {2) Second Diagnosis (Not Related to Terminal ITTness) 1CD.9 CM Code
Prescriptions Not Related
to Terminal Illness
7. Drug Name . NOC # §. Units 10. Price 11, Total Charge | 12. Medicaid
Manufacturer/Strength Per Max1mum
(10 mg, 15 ml, etc.) Unit Allowance
{Leave Blank)
o
13. Total Units 14, Total Charge
This Invoice This Invoice
15, Terminal Diagnosis ICG. 9 CM Code 16. Did Patient Require These Prescriptions
Prior to Diagnosis or Terminal I1lness?
___YES __No
17. Are These Prescriptions the Result of 18. If yes, Dates of Hospitalization:
Hospitalization not Related to Terminal I1lness?
—_YES __NO FROM T0
19. Name of Hospital 20. Prescribing Physician

s Ts to certify that the prescriptions entered above are not refated

’ to the terminal illness of this reciﬁient.

Signed
22. PROVIDER NAME AND ADDRESS 23. PROVIDER NUMBER 24. INVOICE DATE 25. INVOICE NUMBER
P

NN
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SECTION I - INTRODUCTION

I.  INTRODUCTION

This new edition of the Kentucky Medical Assistance Program Hospice
Program Manual has been formulated with the intention of providing you,
the provider with a useful tool for interpreting the procedures and poli-
cies of the Kentucky Medical Assistance Program. It has been designed to
facilitate the processing of your claims for services provided to quali-
fied recipients of Medicaid.

This manual is intended to provide basic information concerning coverage,
billing, and policy. It will, hopefully, assist you in understanding
what procedures are reimbursable, and will also enable you to have your
claims processed with a minimum of time involved in processing rejections
and making inquiries. It has been arranged in a loose-leaf format, with
a decimal page numbering system which will allow policy and procedural
changes to be transmitted to you in a form which may be immediately in-
corporated ;nto the manual (i.e., page 7.6 might be replaced by new pages
7.6 and 7.7).

Precise adherence to policy is imperative. In order that your
claims may be processed quickly and efficiently, it is extremely
important that you follow the policies as described in this

manual. Any questions concerning general agency policy should be
directed to the Office of the Commissioner, Department for Medicaid
Services, Cabinet for Human Resources, CHR Building, Frankfort,
Kentucky 40621, or Phone (502) 564-4321. Questions concerning the
application or interpretation of agency policy with regard to in-
dividual services should be directed to the Division of Policy and
Provider Services, Department for Medicaid Services, Cabinet for
Human Resources, CHR Building, Frankfort, Kentucky 40621, or Phone
(502) 564-6890. Questions concerning billing procedures or the
specific status of claims should be directed to EDS, P.0. Box 2009,
Frankfort, KY 40602, or Phone (800) 333-2188[3#2=292%] or (502) 227-2525.
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SECTION I - INTRODUCTION

B. Fiscal Agent

Effective December 1, 1983, Electronic Data Systems (EDS) will
provide fiscal agent services for the operation of the Kentucky
Medicaid Management Information System (MMIS). EDS will receive and
process all claims for medical services provided to Kentucky Medicaid
recipients.
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SECTTON IV - CONDITIONS OF PARTICIPATION

IV. CONDITIONS OF PARTICIPATION
A. Provider Participation Requirements

In order to be eligible to participate in the Kentucky Medical
Assistance Program as a provider of Hospice services, the Hospice
must first be licensed bv the Kentucky Health Facilities and Health
Services Certificate of Need and Licensure Board to provide hospice
services ‘in accordance with the requirements set forth in 902 KAR
20:140, and be certified by Title XVIII, Medicare, as a provider of
hospice services. Further, the hespice must meet any additional
certification reaquirements of the Title XIX program as outlined in
907 KAR 1:330 in the provision of covered hospice services required
to meet the needs of the client. These services may be provided
directly or through written contractual arrangements with another
individual or entity for which the participating provider will be
held responsible.

B. Application for Participation

An application for participation in the Title XIX Hospice Program
element shall consist of the following:

1) Participation Agreement (MAP-343)

?) Provider Information Form (MAP-344)

3) Copy of Medicare form 1isting Medicare payment rates
4) Copy of Medicare Certification Letter

5) Copy of Certificate of Need

Copies of the Participation Agreement and Provider Information Form
may be found in Appendix III and IV of this manual.

The completed Application for Participation should be sent to the
following address:

Cabinet for Human Resources
Department for Medicaid Services
Provider Enrolliment

275 East Main Street

Frankfort, KY 40621

Approval of an Application for Participation will include a signed
copy of the Roreement and notification of the billing provider number.
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SECTION IV - CONDITIMNS OF PARTICIPATION

C. Chanae in Service Area -

If there is a change in the provider's service area (adding or
deleting a county or ccunties to be served) a copy of the new
Certificate of Need identifyinc that change must be sent to the
Department for Medicaid Services as soon as it is received by the
provider so that the local Department for Social Insurance Offices
can be notified that the provider is ncw available or uynavailable in
that county.

D[€). Licensure

Employees who provide hospice services must be licensed, certified or
registered in accordarce with applicable Federal or state laws.

o~ Elf]. Medical Director

The medical director must be a hospice employee who is a doctor of
medicine or ecsteopathy who assumes overall responsibility €or the
medical component of the hospice's patient care program.

FIE'. Continuation of Care

A hospice may not discentinue or diminish care provided to a Medicaid
beneficiary because of the beneficiary's inability to pay for that
care,

_§EFJ. Informed Consent

A hosp1ce must demonstrate respect for an individual's rights by
ensurinag that an informed consent form that specifies the tvpe of
care and services that may be provided as hospice care during the
course of the illness has been obtained for every individual, either
from the individual or the individual's representative.
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SECTION IV - CONDITIONS OF PARTICIPATION

H&]. Interdisciplinary Group

1. The hospice must designate an interdisciplinary group or groups
composed of the following individuals who are employees of the
Hospice and who provide or supervise the care and services
offered by the hospice.

a doctor of medicine or osteopathy
a registered nurse

a social worker

a pastoral or other counselor

a0 oo
e o o o

2. The interdisciplinary group is responsible for the following:
a. participation in the establishment of the plan of care
b. provision or supervision of hospice care and services

c. periodic review and updating of the plan of care for each
individual receiving hospice care

d. establishment of policies governing the day-to-day
provision of hospice care and services.

3. If a hospice has more than one interdisciplinary group, it must
designate in advance the group it chooses to execute the functions
described above.

4. The hospice must designate a registered nurse to coordinate the
implementation of the plan of care for each patient.

lLHﬂ. Plan of Care

A written plan of care must be established and maintained for each
individual admitted to a hospice program, and the care provided to an
individual must be in accordance with the plan.

1. The plan must be established by the attending physician, the
medical director or physician designee and interdisciplinary
group prior to providing care.

TRANSMITTAL #6|+] Page 4.3



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPICE PROGRAM MANUAL

SECTION IV - CONDITIONS OF PARTICIPATION

2. The plan must be reviewed and updated at intervals specified in
the plan by the attending physician, the medical director, or
physician designee and interdisciplinary group. These reviews
must be documented.

3. The plan must include the assessment of the individual's needs
and identification of the services including the management of
discomfort and symptom relief. It must state in detail the
scope and frequency of services needed to meet the patient's and
family's needs.

gﬁ%ﬂ. Medical Records

1. Medical records must substantiate the services billed to the
KMAP by the hospice. The medical records must be accurate and
appropriate and must include the following:

the initial and subsequent assessments

the plan of care

identification data

consent and authorization and election forms

pertinent medical history

complete documentation of all services and events (in-
cluding evaluations, treatments, progress notes, etc.)

-~ OO o
. . L) . . .

2. A1l records must be signed by the staff person providing the
service and dated.

3. Medical records must be maintained for a minimum of five years
and for any additional time as may be necessary in the event of
an audit exception or other dispute. The records and any other
information regarding payments claimed must be maintained in an
organized central file and furnished to employees of the Cabinet
for Human Resources or Federal Government upon request, and made
available for inspection and/or copying by Cabinet personnel.
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K[#1. Termination of Participation

907 [964] KAR 1:220 regulates the terms and conditions of provider
participation and procedures for provider appeals. The Cabinet for
Human Resources determines the terms and conditions for participation
of vendors in the Kentucky Medical Assistance Program and may suspend,
terminate, deny or not renew a vendor's provider agreement for "good
cause." "Good cause" is defined as:

1. Misrepresenting or concealing facts in order to receive or to
enable others to receive benefits;

2. Furnishing or ordering services under Medicaid that are sub-
stantially in excess of the recipient's needs or that fail
to meet professionally recognized health care standards;

3. Misrepresenting factors concerning a facility's qualifications
as a provider;

4., Failure to comply with the terms and conditions for vendor
participation in the program and to effectively render service
to recipients; or

5. Submitting false or questionable charges to the agency.

The Kentucky Medical Assistance Program shall notify a provider in
writing at least fifteen (15) days prior to the effective date of
any decision to terminate, suspend, deny or not renew a provider
agreement. The notice will state:

1. The reasons for the decision;

2. The effective date;

3. The extent of its applicability to participation in the Medical
Assistance Program;

4, The earliest date on which the Cabinet will accept a request
for reinstatement;
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5. The requirements and procedures for reinstatement; and
6. The appeal rights available to the excluded party.

The provider receiving such notice may request an evidentiary
hearing. The request must be in writing and made within five (5)
days of receipt of the notice.

The hearing shall be held within thirty (30) days of receipt of the
written request, and a decision shall be rendered within thirty (30)
days from the date all evidence and testimony is submitted. Technical
rules of evidence shall not apply. The hearing shall be held before
an impartial decision-maker appointed by the Secretary for Human
Resources. When an evidentiary hearing is held, the provider is
entitled to the following:

1. Timely written notice as to the basis of the adverse decision
and disclosure of the evidence upon which the decision was based;

2. An opportunity to appear in person and introduce evidence to
refute the basis of the_adverse decision;

3. Counsel representing the provider;

4. An opportunity to be heard in person, to call witnesses, and to
introduce documentary and other demonstrative evidence; and

5. An opportunity to cross-examine witnesses.

The written decision of the impartial hearing officer shall state
the reasons for the decision and the evidence upon which the
determination is based. The decision of the hearing officer is the
final decision of the Cabinet for Human Resources.

These procedures apply to any individual provider who has received
notice from the Cabinet of termination, suspension, denial or non-
renewal of the provider agreement or of suspension from the Kentucky
Medical Assistance Program, except in the case of an adverse action
taken under Title XVIII (Medicare), binding upon the Medical As-
sistance Program. Adverse action taken against an individual |
provider under Medicare must be appealed through Medicare procedures.
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L. Annual Recertification

In accordance with Federal requirements, a hospice provider's certi-
Tication and participation with the KMAP must run concurrently with
the provider’s Ticense issued by the Kentucky Health Facilities and
Health Services Certificate of Need and [icensure Board. Since hospice
agencies are re-Ticensed annually, it will be necessary for hospice
providers to be recertified with the KMAP on an annual basis-

If for any reason a hospice provider's license is not renewed, that
provider’'s participation with the KMAP will be terminated and no payment
will be made To the provider for services rendered after the expiration
date of the previous year's license untit such time as motificatiomrof
relicensure is received by the KMAP,

Upon receipt of notification of relicensure, the provider will be recer-
tiTied with the KMAP for the entire period of Timé covered by the new
11cense.

At ———

TRANSMITTAL #7 Page 4.7






